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The facifity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.
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The Heritage Center is committed to
F 000 | INITIAL COMMENTS F000| wupholding the highest standard of care for its
. residents. This includes substantial
! Arecertification survey and complaint S:I:l?;;:"Ei?ﬁ?;&:ﬁg"?ﬁf{;ﬁﬁfﬂfds and
investigation #33819 and #34265 were completed Bu gtory requirements. 'The facility
| respectlully worls in cooperation iith the
, on November 3, 2014, through November 5, 2014 Statc af Tennessce Departrast of Foalth
{ at The Heritage Center. No deficiencies were toward the best interesf of rtl;msc who require
cited related to complaint investigation #33819 the servicss we prowile q
and #34265 under CFR Part 483, Requirements provide.
for Leng Term Care Facilities. : ‘ v .,
F 323 483.25(h) FREE OF ACCIDENT F323| ooy o i Ay ot {0 be
88=D | HAZARDS/SUPERVISION/DEVICES Y

findings, it is submitted in good Faith as a
requited response to the survey conducted
November 3-5, 2014, This Plan of
Correction is the facility’s allegation of
substantial compliance with Federal and
State Regulations.

F323 FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

This REQUIREMENT is not met as evidenced CORRECTIVE ACTION;
by Facility Staff immediately plac?d a Io:!q on 11/3/14
Based on observation and interview, the Facility ‘hf hasp closure of the cabinet in question.
failed to ensure a safe environment in one of All other cabinets in facility finen rooms
three finen rooms. were inspeeted for proper storage and
security.
The findings included:
@ findings included RESIDENTS WITH POTENTIAL TOBE | !1/3/14
Qbservation on initial tour Novem ber 3, 2014, at M&Q .
9:30 a.m., revealed the door to the linen room in All residents have the potential to e
the 300/400 hallway was unlocked. Inside the affected.
room was a smafl unlocked cabinet on the wall
with a hasp closure but no lock, containing the SYSTEMIC CHANGES: 2112714
follawing: All facility staff will be in-serviced by Staff
Development Coordinator, Facility Safety
Seven 4 oz (ounce) bottles of deodorant: Director, ar designee on the facility policy
Eight 8 oz tiottles of personal cleanser: regarding proper storage of chemicals
One 2 oz tube of skin protector cream; including ensuring that they arc locked ,
appropriately, |
LAWUTOR‘S OR BXOVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6Y DATE
ré_,{z‘ M \59'\60{3.. E_y:m“h'\rz', .D;‘ae_r_z‘aﬂ. /=12 ./5(

Any deficiency statement ending with an aslerigk (*) denotas a geficiency which the institution
ather safeguards provide syfficient pratection to the patients, (See Instructions.) Exc
foltoving the date of survay whether or not a plan of comrection is provided. Fof rursing home
days following the date these decuments are made available lg the facility. If deficlencies sre

program parficipation.

apt far nursing homes, the findings slated above are disclo

may be exeused from correcting providitig 1t is determined that
sabla 80 days
5, the abiove findings ang plans of correction are disclosablo 14

cited, an approved plan of correction is requisite 0 continued
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STATEMENT OF DEFRICIENCIES (X1} PROVIDERISURPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION [DENTIFICATION NUMBER: A, BUILDING COMPLETED
445215 & WING 11/05/2014

NAME OF PROVIDER OR SUPPLIER

HERITAGE CENTER, THE

STREET ADDRESS, CITY, STATE, ZIF CODE
1026 MICFARLAND STREET
MORRISTOWN, TN 37814

One 4 oz botlle of rubbing alcahol:

{ One 2.75 oz tube of skin protector cream;

i One 8 oz bottle of 3-in-1 wash cream;

One 11 oz can of shave cream;

Three and one haif packets of deniure cleanser:
Five 4 oz bottles of mouthwash;

All of the items had "Keep out of reach of
children" on the _labels.

Interview with Licensed Practical Nurse #1 on
November 3, 2014, af 9:30 a.m., in the 300/400
linen closet, confirmed the iterns listed were in the
unlocked cabinet in the unlocked room. Further
intetview confirmed there were ho wandering
residents at that time, but had been in the past.

Interview with the Director of Nursing on
November 3, 2014, ot 9:50 a.m., at the 100 hall
linen room confirmed the cabinet in the 300/400
linen closet was unlocked and residents could
enter the room,

Facility Safety Dircctor, or designee will
audit fzcility linen closet cabincts For proper
storage and sccurity weekly x 3 months.
The audits will be taken (o the Performance
Improvement Committee x 3 months for
further interventions if indicated.
Performance Improvement Committee
members include the Executive Director,
Director of Nursing, Assistant Directars of
Nursintg, Medica! Director, Staff
Development Coordinator, and Department
Managers,
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DEFICIENGY)
323 COﬁhﬂUEd From page 1 F 323 MONITORING: ]
- The Staff Development Coordinator,
Two 4 02 botfles of hand sanitizer; 12112414
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